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Occupational Therapy SOAP Note Examples: A Complete Guide for
Clinicians

In the fast paced world of occupational therapy, accurate and timely documentation is essential for patient care,

legal compliance, and reimbursement. The SOAP note—an acronym for Subjective, Objective, Assessment, and
Plan—has become the gold standard for recording therapy sessions. Yet many clinicians still struggle with how to
structure these notes so they are clear, concise, and meet payer requirements. This article offers a deep dive into
occupational therapy SOAP note examples, best practices for writing them, and real world templates that you can
adapt to your own practice.

Why SOAP Notes Matter in Occupational Therapy

Occupational therapy (OT) focuses on enabling individuals to participate in meaningful activities, whether that
means returning to work, managing daily living tasks, or engaging in recreational pursuits. Documentation,
therefore, is not just a bureaucratic requirement—it is a tool that:

e Tracks patient progress. By capturing baseline data and follow up findings, therapists can measure outcomes
objectively.

« Facilitates interdisciplinary communication. A well structured SOAP note serves as a shared language among
physicians, nurses, social workers, and insurance reviewers.

» Supports billing and coding. Payers often require specific documentation elements to justify the services
provided.

e Ensures legal protection. Clear, contemporaneous records can defend against claims of inadequate care or
negligence.

Because of these stakes, mastering the SOAP format is a non negotiable skill for every OT professional.

Components of an OT SOAP Note

Subjective (S)
The subjective section captures the patient’s perspective—what they report, how they feel, and what they want to
achieve. It often includes:

 Patient’s chief complaint or primary goal.

» Self reported pain levels (using a numeric rating scale).
¢ Any changes in mood, motivation, or fatigue.

« Feedback on previous interventions.

Objective (O)
The objective part records measurable data collected during the session. OT objective data may include:
e Functional assessments (e.g., Assessment of Motor and Process Skills (AMPS), Canadian Occupational

Performance Measure (COPM), or Functional Independence Measure (FIM) scores).
* Observations of task performance.



e Quantitative measurements (e.g., grip strength, range of motion).
* Technological outputs (e.g., data from wearable devices).

Assessment (A)
In this section, the therapist synthesizes subjective and objective data to formulate a clinical impression. It often
includes:

« Diagnosis or problem list.

* Interpretation of test results.
e Progress relative to baseline.
 Barriers to progress.

Plan (P)

The plan outlines next steps, including:

- Treatment goals and objectives.

- Intervention strategies (e.g., task modification, assistive technology training).
- Frequency and duration of therapy.

- Referral or collaboration with other professionals.

- Home exercise program or self management instructions.

Best Practices for Writing OT SOAP Notes

1. Be concise but complete. Payers and clinicians value brevity; however, omitting critical data can jeopardize
reimbursement.

2. Use standardized terminology. Incorporate ICD 10 codes, CPT codes, and occupational therapy assessment
names.

3. Document in real time. Write notes immediately after the session to capture details accurately.

4. Include time stamps. Indicate session start and end times to support billing.

5. Use objective data to support subjective claims. When a patient reports pain, back it up with observed
guarding or functional limitations.

6. Maintain patient privacy. Do not disclose identifying information beyond what is necessary for treatment.

7. Stay consistent. Use the same structure and terminology across all notes for a given patient.

Sample Occupational Therapy SOAP Note Templates

Below are three detailed examples of OT SOAP notes. Each example demonstrates how to incorporate the key
components while addressing common scenarios.

Example 1: Post Stroke Upper Extremity Rehabilitation

Subjective: Patient reports a pain level of 4/10 in the left wrist, difficulty grasping a cup, and frustration with the
lack of progress.

Objective: Grip strength measured at 12 kg (right) vs. 4 kg (left). Fine motor dexterity test (9 item task) completed in
45 [seconds on the right, 90 /seconds on the left. Observed compensatory shoulder elevation during reaching.

Assessment: Left upper extremity hemiparesis continues to limit functional independence. Pain may be
contributing to decreased participation. Progress noted in strength (increase from 3 kg to 4 kg over 4 weeks).
Barriers include fatigue and fear of pain.

Plan:



Continue 45 minute OT sessions twice weekly for 4 weeks.

Introduce task specific training: pouring water from a jug into a mug, using adaptive grips.
Implement pain management protocol: icing before activity, graded activity pacing.
Educate patient on home exercise: wrist flexor stretches, finger abduction drills.
Coordinate with physiotherapist for continued strength training.

Example 2: Pediatric Occupational Therapy for Sensory Processing Disorder

Subjective: Parent reports increased sensitivity to noise, refusal to wear glasses, and difficulty staying seated
during school.

Objective: Sensory Profile assessment score: high auditory sensitivity. Observed avoidance behaviors when
exposed to classroom white noise. Fine motor task: child completed 8 out of 10 pencil holding activities.

Assessment: Child exhibits significant auditory processing challenges impacting school participation. Fine motor
skills are within normal limits but are affected by sensory avoidance.

Plan:

Introduce noise cancelling headphones during classroom activities.

Develop a sensory diet: scheduled deep pressure activities and proprioceptive input.
Teach coping strategies for the child and parents (e.g., breathing techniques).
Schedule follow up in 6 weeks to reassess auditory tolerance.

Refer to school psychologist for classroom accommodations.

Example 3: Occupational Therapy for Chronic Low Back Pain in a Manual Laborer

Subjective: Client reports a pain level of 7/10 after lifting heavy boxes. Expresses concern about job performance
and potential loss of income.

Objective: Range of motion: lumbar flexion 40°, extension 10°. Pain observed during lumbar flexion. Functional
assessment: client unable to lift 20 /kg without assistance.

Assessment: Chronic low back pain likely related to repetitive lifting and poor ergonomics. Functional limitations
directly impact occupational demands.

Plan:

Provide ergonomic training: proper lifting technique, use of mechanical aids.
Introduce core strengthening exercises (plank, bird dog) 3 times per week.
Implement pain education: trigger points, heat/cold application.

Schedule home exercise program with progression plan.

Coordinate with occupational health for workplace modification assessment.

Common Pitfalls and How to Avoid Them

e Over documentation. Excessive detail can obscure key information and delay billing.

e Under documentation. Skipping objective data or omitting time stamps may lead to denied claims.

 Inconsistent terminology. Switching between “pain” and “discomfort” or using non standard abbreviations can
confuse reviewers.

 Failure to update progress. Not noting changes in goals or treatment frequency can undermine continuity of
care.

* Neglecting the plan. A note without a clear next step may be perceived as incomplete.



Integrating Technology into SOAP Notes

Electronic Health Record (EHR) systems and mobile apps are transforming how OT professionals document care.
Key features include:

e Pre filled templates. Reduce time spent on formatting.

e Auto code integration. Link clinical data to CPT and ICD 10 codes automatically.

* Voice to text dictation. Speed up note creation while maintaining accuracy.

e Data analytics. Track patient outcomes over time and generate reports for quality improvement.

When selecting an EHR, look for OT specific modules that support assessment tools like COPM, AMPS, or FIM.
These modules can embed results directly into the SOAP note, ensuring objective data is always present.

Legal and Ethical Considerations

Documentation is a legal record. OT professionals must ensure:

¢ All notes are signed and dated.

e They reflect the actual care delivered.

e Patient consent for data sharing is documented.

« HIPAA regulations regarding privacy and data security are followed.

Inaccurate or fabricated documentation can lead to malpractice claims, loss of licensure, or criminal charges.

Case Study: Successful Documentation Leads to Improved Outcomes

Dr. Maya Patel, a seasoned OT in a community hospital, implemented a standardized SOAP note template across
her team. Prior to the change, her department faced frequent claim denials due to incomplete objective data. After
training staff on concise, data rich SOAP notes, the department saw a 30% reduction in denied claims within six
months. Additionally, patients reported higher satisfaction scores, citing clearer communication about their progress
and goals.

Frequently Asked Questions (FAQS)

What is the minimum information required for an OT SOAP note?

At minimum, the note must include subjective data (patient’s report), objective data (measurable findings),
assessment (clinical impression), and plan (next steps). Time stamps and session duration are also essential for
billing.

Can | use abbreviations in my SOAP notes?

Yes, but only standardized abbreviations that are widely recognized in OT practice (e.g., FIM, COPM, ICD 1 Avoid
obscure or custom abbreviations that may confuse reviewers.

How often should | update a patient’s goal in the SOAP note?

Goals should be reviewed and updated at least every 4-6 weeks, or sooner if the patient’'s condition changes
significantly.

Is it acceptable to use a generic template for all patients?

Templates should be adaptable. While the structure remains consistent, the content must reflect each patient’s
unigue presentation and progress.



What if a patient is non verbal?
Use proxy reports from caregivers, observational data, and standardized assessments. Document the source of
information clearly.

Conclusion

Mastering occupational therapy SOAP note examples is more than an administrative task—it is a cornerstone of
effective patient care, interdisciplinary collaboration, and financial viability. By adhering to the structured approach
outlined above, clinicians can produce documentation that is clear, compliant, and clinically meaningful. Whether
you are a seasoned practitioner or a new graduate, integrating these best practices into your workflow will
streamline your practice, enhance patient outcomes, and safeguard your professional reputation.
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